LEADERSHIP FOR DEVELOPING EMS-C
States and localities need to be encouraged to develop systems for obtaining data on EMS-C patients; on prehospital, ED, and inpatient services; and on the characteristics of providers delivering those services. Lead agencies should emphasize the need for adequate and continuing funding to maintain data collection and analysis and the benefit to be gained in the improved ability to plan services and allocate resources efficiently. They should establish the principle (if not the absolute requirement) that data ought to be consistent across a state (and, ideally, across the country) and support adoption of a national uniform EMS-C data set proposed in Chapter 7. They also should advocate prompt movement toward computerized data collection efforts, including computer-based patient records, to take advantage of the considerable efficiencies available through computer-based systems.13 Moreover, the state EMS-C agencies should ensure that plans are made for use of the data that are collected for research and analysis at the national, state, and local levels, because effective use will to a large degree determine the quality (reliability, validity, and completeness) of the data over time.
Improving Access to Care
Many structural and financial factors affect access to medical care. Children who are uninsured or whose care is provided through the Medicaid program face problems in obtaining care, and the physicians, clinics, and hospitals that do provide their care face financial burdens from insufficient reimbursement levels. The agencies should help identify barriers to care created by Medicaid and other payment schemes and explore opportunities that might exist for reducing those barriers. In this effort, the array of access indicators developed by the Institute of Medicine (IOM, 1993a), which will be adapted by the Robert Wood Johnson Foundation for its own projects, may be especially helpful.
Broadening Interstate Cooperation
Because of the particular distributions of population and medical facilities, in many places in the country patients who need specialized care must turn to hospitals in another state. In some areas, patients may even use hospitals in other states for more routine care. EMS agencies may also become involved in interstate operations. Where local facilities are lacking, they may need to arrange transport for patients to facilities in other states; alternatively, the emergency care providers may come from another state to provide services that are not available locally. Metropolitan areas spanning more than one state are yet another complex situation requiring consideration and cooperation; examples include Kansas City (Kansas and Mis-S personnel or those in remote areas to participate in educational activities without disruption of local emergency care services or personal lives.ke the designation explicit and public.s.10 The Coordinating Council on Juvenile Justice and Delinquency Prevention, an independent organization in the executive branch, a concern as well.experts and interested parties outside the federal governmentic patients. and publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
